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ABSTRACT OF THE DISSERTATION
Spiritual Function and Its Relationship to Health-Related
Quality of Life in a Population With Chronic Illness
By
Holly B. Orozco
Doctor of Public Health in Health Education
Loma Linda University, Loma Linda California, 2003
Joyce Hopp, Chairman
Distinguished Professor of Health Education
School of Public Health

The purpose of this study was to determine the association between different
aspects of spiritual function (intra- and interpersonal relationships, connectedness to God,
and practices) and health-related quality of life, and to determine if perceived spirituality
and perceived religiosity were significantly related to spiritual function and health-related
quality of life. The study analyzed secondary data collected in the third year of a threeyear (1997-1999) Ambulatory Care Quality Improvement Project (ACQUIP) of the
Veteran's Administration. A sample of 500 male veterans were randomly selected from a
larger sub- sample of six Veterans Hospital Administration facilities across the U.S.,
having one or more of seven condition-specific chronic illnesses. Analysis was conducted
on 232 returned and completed self-administered questionnaires, including a general
health status questionnaire (MOS SF-36) used to measure health-related quality of life
(Ware & Sherboume, 1992), and 11 items used to measure spiritual function (Rosenfeld,
m

1997). Confirmatory factor analysis on the spiritual items indicated that the proposed
model for spiritual functioning was a poor fit to the data. Exploratory factor analysis on
the spiritual function items yielded a significant transcendent (practices and
connectedness to God items) and horizontal (intra and interpersonal connectedness items)
factor. No significant associations were observed between the transcendent factor and the
MOS-SF 36 health-related quality of life items, but strong significant relationships
between intra and interpersonal connectedness and health-related quality of life items
were observed. Significant associations were also observed between spiritual practices,
transcendent, intra and interpersonal connectedness and perceived spirituality and
perceived religiosity. No significant relationships were observed, however, between
perceived spirituality and health-related quality of life, and only two domains from the
MOS-SF 36 scale were significantly associated with perceived religiosity. Definitions of
spiritual health and health-related quality of life, and implications for health education
practice and measuring the spiritual component in health-related quality of life research
are discussed.
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CHAPTER 1
INTRODUCTION
A. Statement of the Problem
Spiritual function is increasingly being recognized as a conceptually important but
underrepresented health-related quality of life dimension, overlapping with, but distinct
from physical, emotional, and social well-being. Upon reviewing the literature, however.
I found that only a handful of studies examined spiritual functioning and its relationship
to other health-related quality of life domains in populations with chronic illness (Cohen,
Mount, Tomas & Mount, 1996; Riley et al, 1998; Cotton, Levine, Fitzpatrick, Dold &
Targ, 1999; Brady, Peterman, Fitchett, Mo & Celia, 1999). Almost all of these studies are
limited by a narrow focus on the religious (practices) aspects of spirituality, have small
sample sizes, and have highly selected study populations. This study was aimed at
increasing understanding of the relationship between health-related quality of life and the
role of spiritual function in a population with one or more chronic illnesses. The findings
also help to justify the development of more health-related quality of life measures that
include spiritual functioning as a domain for research investigation.
Determining the association between spiritual functioning and other health-related
quality of life domains will enhance health measures, especially in populations with
chronic illness. Using improved health-related quality of life measures can help to
contribute to more effective program evaluation tools. Recognition of the spiritual
domain as a vital component of health-related quality of life can also lead to an increased
interest in spiritual education and intervention methods for enhancing spirituality. If
patients desire such intervention, care should be given to discuss spiritual health from the
1

patient’s perspective and experiences (Diaz, 1993). Health educators are in a position to
develop, implement, and evaluate spiritual health interventions within the context of
comprehensive programs. They may also assist other health practitioners with in-patient
care of individuals with chronic illness.
B. Purpose of the Study
This study examined associations between spiritual function and health-related
quality of life as measured by the MOS SF-36 (Ware and Sherboume, 1992), and
spiritual function and perceived spirituality/perceived religiosity.
C. Theoretical Framework for Research
Researchers generally agree that a holistic view of health (mind, body, and spirit).
which includes a spiritual dimension of health, has been a component of health-related
research for the past decade (Bensley, 1991; Diaz, 1993; and Hawks, Hull, Thalman &
Richins, 1995). Even though spiritual health is recognized as an important and valid
component of health and wellness, its structure makes it difficult to define. Not only is it
difficult to develop a concrete definition pertaining to the spiritual dimension of health, it
is difficult to validate any subcomponents of this definition (Eberst, 1984). Rosenfeld
(1999) administered a five-scale spiritual function instrument to participants in the
Veterans Administration quality improvement study. He developed the instrument from
existing models (Cohen & Mount, 1992; Paloutzian & Ellison, 1982; Moberg, 1994, and
Reed, 1986) to be used in a conceptual model of spiritual functioning. This conceptual
model included religious, existential, social and developmental domains.
According to Rosenfeld (personal communication, February 8, 2000), spiritual
functioning may be organized into three dimensions of “connectedness” (intrapersonal.
2

interpersonal, and transcendent). The term spiritual function, as defined for the purpose
of this study, is related to the state of one’s spiritual well being. One could say that an
individual who, by some measure is reported to have qualities of spiritual well-being, is
functioning spiritually. This study addresses several components of spiritual functioning
including: (1) Intrapersonal Connectedness, (2) Interpersonal Connectedness, and (3)
Transcendent Connectedness. Intrapersonal connectedness may include individuals’
finding meaning in life and self-actualization (Reker & Peacock, 1981). Interpersonal
connectedness includes loving, being loved, and forgiveness (Kuhn, 1988), and
transcendent connectedness is defined as one’s relationship with a higher power or God
(Cohen & Mount, 1992; and Reed, 1987). This conceptual model differs from religiosity
by its inclusion or exclusion of an individual’s religious practices. Individuals could have
any number of beliefs derived from several religions as part of their spiritual experience.
D. Research Questions
This research examined:
1.

What is the relationship between spiritual function (intra- and interpersonal
relationship, connection to God, and practices) and other components of
health-related quality of life (as measured by MOS SF-36 domain scores) in a
population with chronic illness?

2.

What is the relationship between spiritual function (intra- and interpersonal
relationship, connection to God, and practices) and perceived
spirituality/religiosity within this population?

3

3.

What is the relationship between perceived spirituality/religiosity and healthrelated quality of life (as measured by MOS SF-36 domain scores) within this
population?

4

CHAPTER 2
REVIEW OF THE LITERATURE
During the past 20 years, researchers have refined health measures to obtain
knowledge about the subjective experiences of a patient’s health status. Before 1970, the
majority of investigators focused on morbidity, mortality, and the physiological or
physical functioning status of patients. Among the most important health care
developments during the past 10 years is an increasing consensus regarding patient’s
functional well-being and quality of life.
A. Quality of Life: An Important Development in Health Care
Quality of life research became a focus in the early 1980’s and generated
controversy about the relevance and feasibility of such investigations. Early advocates of
quality of life research suggested that it should be the final common pathway of the
health care movement and that health care delivery systems should refocus their goals
away from laboratory results and toward functional outcomes of patient health. Others
(Schipper, 1983 and Ganiats, 1989) argued that quality of life was complementary and
synergistic to laboratory studies. At the molecular or scientific level, the study of disease
process may be understood and treatment can be developed and prescribed for specific
types of illnesses. Treatment will only be successful, however, if it is deliverable.
understood, and relevant to the patient whose emotional and personal perspective may be
contradictory to that of the scientist. Successful delivery of treatment for illness and
disease also depends on whether the net effect of the treatment is perceived by the patient
to be functionally beneficial. The field of quality of life research addresses the imbalance
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between identifying, eradicating and controlling patients’ disease, and giving attention to
the associated suffering of the patient.
B. Defining Health and Quality of Life: A Subjective Perspective
One of the critical issues in creating health assessment tools is understanding and
bridging the gap between health concepts and operational definitions of health. One
quality of life researcher, Ware (1987) defines health by two standards; quality and
quantity. Quantity of life describes length of life lived, life expectancy, mortality rates.
deaths due to specific causes, and other similar health indicators. Quality of life is a
broader concept than health and encompasses such areas as standards of living, quality of
housing and neighborhoods in which persons live, and job satisfaction.
Cohen, Mount, and MacDonald (1996) define quality of life as subjective well
being. Gill and Feinstein, (1994) suggest that quality of life should be defined by a global
assessment of the value of life by an individual. They argue that people’s values for life
differ and must be taken into consideration in every health measurement. They suggest
that the term “quality of life” be restricted to mean people’s rating of the value of their
subjective experience of living. Within the past decade, there has been an increasing
consensus of the importance of the patient’s point of view regarding their medical
outcome and health functioning status. Researchers (Campbell, 1976; Ganiats, 1989;
Ware & Sherboume, 1992; Cohen & Mount, 1992; Aaronson, 1990; Guyatt, Feeny, &
Patrick, 1993; Gill & Feinstein, 1994; Guyatt & Cook, 1994; and Gill, et al 1994) state
that quality of life measurements are a subjective evaluation rather than an objective
medical reality, and therefore, should be ascertained by the person whose quality of life is
being evaluated. A person may be doing worse physically, but may “feel” better or be
6

“taking” their condition better. The subjective nature of quality of life also means that it
will vary greatly from person to person.
C. Health-Related Quality of Life: Definition and Utilization
Gill and Feinstein (1994) developed an evaluation which highlights criteria for
how well quality of life is being measured in medical literature. For each criterion, less
than 50 percent of the articles they reviewed were judged satisfactory. One of the criteria
by which they judged these articles was whether or not each quality of life study took into
consideration patient’s values and experiences.
From another perspective, not all quality of life researchers hold an opinion of
quality of life studies that is this bleak. Instead, confusion lies in conducting research
without properly defining and differentiating the terms “quality of life” and “healthrelated quality of life.” Guyatt and Cook (1994) state that the term health-related quality
of life includes many aspects of life such as emotional function, freedom from pain, and
the ability to take care of oneself. They argue that Gill and Feinstein (1994) challenged
the current use of the term “health-related quality of life.” Patient’s values and
experiences should be adequately measured, but this is too stringent a criterion for all
quality of life studies. Instead, Guyatt and Cook (1994) suggest that physicians and
researchers ask their patients questions that would inform the reader whether or not the
health outcomes measured are relevant to the individual patient. Furthermore, if a study
has obtained a patient’s ratings of their own health-related quality of life, clinicians
should take care to remember that an individual patient may not share the values of a
study population. They conclude that whether or not health-related quality of life is
restricted to global assessment of the value of life, ultimately, clinicians must decide how
7

to apply results of studies involving health status measurements to their own patients, and
consider the individual’s values when making treatment decisions.
Within the past decade, researchers (Ganiats, 1989; Taylor, 1989; Hume, 1989;
Aaronson, 1990; Guyatt, Feeny, and Patrick, 1993; Schipper, 1990; and Celia 1994) have
chosen to measure health-related quality of life using the definition of health in the
preamble of the World Health Organization’s constitution. The World Health
Organization defines health as physical, psychological and social well-being, and not just
the absence of disease (WHO, 1946). Overall quality of life includes not only healthrelated factors, such as physical, functional, emotional, and mental well-being, but also
non-health-related elements such as life circumstances, quality of the environment, and
income. Since health care investigators are interested in those aspects of life closely
related to health status, they focus on what has been called “health-related quality of life.”
Health-related quality of life is defined as “the value assigned to duration of life as
modified by impairments, functional status, perceptions, and social opportunities that are
influenced by disease, injury, treatment, or policy” (Patrick & Erickson, 1993). Others
(Spilker, 1996 and Ware, 1995) agree that health-related quality of life incorporates at
least the physical, psychological, and social domains, or core concepts, with
consideration of specific components such as general health perception, role function,
and economic factors.
D. Health-Related Quality of Life in Medical Outcome Research
Whether or not the terms “quality of life” or “health-related quality of life” are
used in defining subjective health measures, researchers (Stewart, et al, 1989; Ware &
Sherboume, 1992; Chambers, McDonald, Tugwell, Buchanan & Kraag, 1982) concur
8

that in addition to disease-specific measures, scales developed to measure medical
outcomes should include physical, emotional, mental and social functioning domains.
Even early quality of life researchers (Read, Quinn and Hoefer, 1987) concluded that
more meaningful “summary” measures of health are necessary because few diseases or
health care interventions have a single clinical effect on patients’ health outcomes. The
development of health-related quality of life scales takes into consideration the patient’s
perceptions of these important domains.
Oldbridge, (1996) provides an extensive review for health-related quality of life in
medical outcomes measurement. He concludes that there are three basic purposes
(discrimination, evaluation, and prediction) for health-related quality of life in clinical
outcomes studies. “The purpose of discriminative and predictive instruments is to
measure differences in health-related quality of life at a point in time. The purpose of an
evaluative instrument is to measure change in health-related quality of life over time”
(Oldbridge, 1996). There are two basic classes or kinds of instruments that are used to
measure health-related quality of life: general and specific (Oldbridge, 1996; Wiklund,
1990; Guyatt et ah, 1993; and Patrick & Erickson, 1993).
E. Measuring General or Overall Health-Related Quality of Life
General/generic questionnaires are designed to provide a comprehensive
evaluation of health-related quality of life and detect the level or gain in health-related
quality of life. General or generic health-related quality of life instruments are typically
designed to measure one or more core concepts of health status using single indicators (a
score for one core concept of health status), health profiles (summary scores for different
aspects of health-related quality of life) and health state preference instruments (various
9

methods of measurement) used to evaluate patient’s desirability for a better health status.
General health-related quality of life surveys are applicable for a variety of populations.
diseases and interventions, and they may include a number of health-related quality of
life domains or core concepts (e.g., physical, emotional, and social function, role
performance, pain, self-care) (Oldbridge, 1996: Wiklund, 1990: and McCarthy, 1995).
They are sensitive to a wide range of circumstances, but have a low specificity (Guyatt et
al., 1993; Guyatt, Veldhuyzen Van Zanten, Feeny, & Patrick, 1989; and Patrick &
Erickson, 1993).
i. Single Indicator Measurement
Single indicators evaluate a particular aspect of a patients health status or
life and can be used to monitor a particular population at a given point in time.
Typically, many single indicator measurements are necessary to describe a patient
adequately. Single indicator measures of health-related quality of life serve particular
patient groups and may provide focused perspective in clinical settings for outcomes of
interest (Oldridge, 1996 and Wiklund, 1990).
2. Health Profile Measurement
Health profile measurements are used by combining scores for different
aspects of health-related quality of life into single summary scores. They are used for
comparison of interventions and diseases and are broadly applicable in different patient
groups, different medical conditions, and often have values that reflect the health status
of a normal healthy population (Wiklund, 1990). Health profiles, although, less
applicable for specific areas of interest and focus, are well suited for economic or
decision making purposes.
10

3. Health State Preference Measurement
Health state preference instruments evaluate the patient’s perception of
their health-related quality of life under different circumstances (e.g., a walker, a manual
wheelchair with personal assistance, a powered wheelchair). These instruments allow
patients to express preferences that are important to them, and reflect the desirability of a
given health state. Given health states may range from full health to death, or of an
outcome of treatment. Health state preference instruments generate single scores of
measurement and can be used for economic evaluations (Oldridge, 1996).
4. General/Generic Instruments
Read, Quin, and Hoefer (1987) evaluated three early approaches to
measuring overall health based on separate models of health and different measurement
techniques: the General Health Rating Index (Davies & Ware, 1981), the Quality of
Well-being Scale (Patrick, Bush & Chen, 1973), and the Sickness Impact Profile (Carter,
Bobbit, Bergner & Gilson, 1976). All three approaches were evaluated on their
practicality and validity in measuring overall health. Although the three varied in their
emphasis of measuring components of health, they measured what the developers claim
to be overall health. Each instrument has been tested for sensitivity, validity and
reliability and has been used successfully in many health outcome studies. Selecting one
of these instruments for a particular study depends on the nature of the population, the
resources available, and the relative importance of different components of health to the
investigator.
According to one review (McCarthy, 1995) over 70 generic instruments have
been used, and health-related quality of life assessments are included in hundreds of
11

clinical trials and medical outcome studies. Examples of well-known standardized
generic questionnaires are the Sickness Impact Profile (Carter, Bobbit. Berbner & Gilson,
1976), the Nottingham Health Profile (Hunt, McKenna, and Williams, 1981), the Rand
General Health Questionnaire, or Medical Outcome Study, MOS (Ware and Sherboume,
1992), and the Center for Disease Control and Prevention’s Behavioral Risk Factor
Surveillance System (1993). All of these instruments are widely used and well validated.
Critical assessments of such instruments indicate they are user friendly, are useful in
many patient groups, and are popular in clinical trials with patients suffering from
multiple problems. They have, however, been criticized on their ability to adequately
measure patient’s well-being, equally represent cultures, and show improvements in
patient outcomes (Guyatt, Veldhuyzen Van Zanten, Feeny, & Patrick, 1989; McCarthy,
1995; and Andresen, E, & Ahmed, A. 2000).
F. Disease Specific Health-Related Quality of Life Scales
Specific questionnaires are deliberately narrow in scope and are designed with a
target population in mind. They are relevant to specific disease conditions (such as spinal
cord injury), populations (the elderly), or functions (such as sight) (Guyatt, Veldhuyzen
Van Zanten, Feeny, & Patrick, 1989; Baker, 1995; Oldbridge, 1996; Gauyatt et al., 1993;
Patrick & Erickson, 1993; and Wiklund, 1990). The number of disease-specific studies
that have used quality of life as an outcome measure has increased dramatically in the
past ten years. Because of the sensitivity to specific illness, disease-specific measures
have been useful in clinical trials (Guyatt, Townsend, & Pugsley, 1987; Guyatt, Berman,
& Townsend, 1987; and Olsson, Lubsen, & Van et al, 1986). Specific health-related
quality of life instruments focus on aspects of quality of life that are relevant to the
12

disease population. In this way, the instruments are sensitive to small changes that
respondents and providers feel are important. In addition to the likelihood of being more
responsive than generic instruments, specific measures focus closely on areas routinely
explored by physicians. Disease-specific scales have weaknesses, including difficulty in
making comparisons between patient conditions and limitations in terms of populations
and interventions (Guyatt, Veldhuyzen Van Zanten, Feeny, & Patrick, 1989; McCarthy,
1995; and Oldbridge, 1996). The literature shows in depth reviews of numerous diseasespecific quality of life instruments developed for specific illness, including coronary heart
disease, diabetes, arthritis, cancer, depression and anxiety, and renal disease (Baker,
1995, Guyatt, 1993, Irvine, 1993, and Oldbridge, 1996).
G. Health-Related Quality of Life in Populations With Chronic or Severe Illness
Investigators of health-related quality of life can choose generic or specific
instruments according to the purpose and the focus of their trial. Researchers (Fletcher et
al., 1992) suggest using validated standard instruments, supplemented by dimensions
specific to the study. For clinicians, the impact of medical interventions on how patients
feel and how they function is a crucial area. Health investigators (Fryback, 1993, and
1999; Belcher, Dettmore, & Holzemer, 1989; Ganiats, 1989; Ferrell, Grant, & Schmidt,
et al. 1992; McCorkle & Quint-Benoliel, 1983; O’Conner, Wicker, & Germino, 1990;
and Reed, 1987) suggest that existential concerns, such as the question of meaning,
coping, and feelings about death, are of great importance to people with life threatening
illnesses. Definitions and applications of quality of life may be different for patients
suffering with life-threatening or chronic illnesses. Researchers Cohen, Mount, and
MacDonald, (1996) conclude that people with life threatening illnesses define health as a
13

sense of personal integrity and wholeness; encompassing physical, mental, emotional and
spiritual domains (Kagawa-Singer, 1993 & Fryback, 1999), and these domains should be
considered in quality of life measurements.
Chronic diseases are of growing importance in health care and patients with
chronic conditions account for the majority of US health care expenditures (Jonsson,
1987; Schroeder, 1987; and Ware, et al, 1992). There has been a shift of focus in health
policy over the last two decades from health care to health. One of its manifestations is
the growing importance of prevention as a strategy to improve the health of a population.
It is obvious that this change in health policy makes it necessary to develop health-related
quality of life measures congruent with broader definitions of health (which include
physiological, psychological, social, and spiritual dimensions) that have been in existence
and are now emerging as separate dimensions for measurement.
H. Spiritual Dimension of Health
Within the past decade, health researchers (Waite, Hawks, & Cast, 1999; Diaz,
1993, Hjelm & Johnson, 1996; Bensley, 1991 & Levin, Larson & Puchalski, 1997),
defined a spiritual dimension of health. Health is now viewed as a multi-dimensional
concept, including the physical, emotional, mental, social, and spiritual dimensions. The
prevailing focus on spirituality’s religious aspects has been criticized for its failure to
recognize the non-religious dimensions of spirituality (Koenig, George, & Siegler, 1988).
Seaward (1991) argues that the spiritual dimension of health is often not applied to health
or a wellness paradigm because it’s language is misunderstood. It is too often confused
and used synonymously with the word religion. The importance of addressing spirituality
is substantiated in nursing literature and considerations in diagnosing the spiritual domain
14

in nursing are presented in recent articles by Engebretson (1996) and Ross (1995). They
argue that common errors are associated with confusing the spiritual domain with
religious categorization and that religion is a specific dogma or an active application of a
specific set of organized rules and guidelines. Identification of a religion is likely to give
very little information about an individual’s spiritual philosophy. Although some people
have a good fit between their personal beliefs and a specific organized religion, many
others have incorporated beliefs from several religions. Also, an individual can be very
spiritual yet not religious, just as a person can be very religious, but may not understand
or accept his/her own spirituality.
Zinnbauer (et al 1997) concluded that religiousness and spirituality define
different perspectives of a participant’s belief, with religiousness including both personal
views of God or a higher power and organizational or institutional beliefs and practices
such as church membership and church attendance. Spirituality has most often been
described in experiential or personal terms, such as belief in God or a higher power. One
may also perceive themselves as spiritual and religious. Diaz (1993) suggests that
freedom of definition should be afforded to both religion and spirituality, but that clearly
one does not have to belong to an organized religion in order to access the spiritual.
Human spirituality is a synthesis of traits found in human nature and encompasses a host
of concepts from several disciplines including sociology, psychology, philosophy, and
theology.
I. Measuring the Spiritual Dimension of Health
Spirituality and health researchers within the nursing arena provide insight into
the qualitative aspects of those with potentially fatal diagnoses, and what they perceive as
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beneficial for their circumstance. Researchers Fryback and Reinert (1999), Hall (1998),
and Relf (1997) have examined the meaning of spirituality as perceived by people living
with the knowledge that they soon may die. Findings suggest that many view spirituality
as a bridge between hopelessness and meaningfulness in life. Those who found meaning
in their disease thought they had a better quality of life than before their diagnosis.
In the past 15 years, conceptual models have been developed to measure
spirituality or “spiritual well-being,” and in the last decade, multidimensional spirituality
assessment tools surfaced (Fetzer Institute, 1999; Hatch, Burg, Naberhaus, & Hellmich,
1998; Cohen & Mount, 1992; Seaward, 1991; Paloutzian & Ellison, 1982; Reed, 1986;
Recker & Peacock, 1981; & Moberg, 1984) using broader definitions of spiritual well
being that include emotional, religious, existential or “meaning”, social, and
developmental domains. Each of these instruments is said to comprehensively measure
components of the spiritual dimension. They differ substantially, however, from one
another in item content and do not integrate the spiritual dimension with physical, social.
and emotional functional domains to assess overall health-related quality of life. Of equal
importance, they lack focus on aging or chronic illness associated developmental issues,
and have great length that makes their inclusion in aging-related health-related quality of
life assessments problematic. They also tend to have a narrow focus within the JudoChristian religious perspective and on assessing spiritual beliefs rather than actions
(Hatch, Burg, Naberhaus, & Hellmich, 1998).
J. Spiritual Health and Its Role in Health-Related Quality of Life Research
Researchers (Reed, 1987; Cassel, 1982; and Byock, 1996) have extended Frank!’s
thesis, Man’s Search For Meaning (1963), that the “will to meaning” is a primary human
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drive, and suggest that spirituality can help to provide significant meaning in challenging
life situations. It is believed to play a vital role both in preserving quality of life during
personal loss or serious illness, and in positively influencing individuals’ personal
development late in life. The spiritual dimension is increasingly being recognized as a
conceptually important but underrepresented health-related quality of life domain
(Cohen, Mount, Thomas & Cohen, 1996; Frank-Stromborg, 1984; Brady, Peterman,
Fitchett, Mo, & Celia, 1999). In order for a health-related instrument to accurately reflect
individuals’ well-being, it is crucial that it measure each of the important domains of
health-related quality of life. Therefore, the spiritual domain must include items that
measure how one is functioning spiritually, or attempt to measure spiritual health.
L Spiritual Function
Ellison (1983), a researcher of health and spiritual well-being, and a
developer of the Spiritual Well-Being Scale (Paloutzian & Ellison, 1982), suggests that
spiritual well-being (so often measured or addressed by spirituality and health
researchers) may not be the same thing as spiritual health. For example, an individual
may self-report indicators of spiritual well-being, such as “life control” or “will to
meaning” that can be viewed as approximations of an underlying state of spiritual health.
According to one health-related quality of life researcher (Rosenfeld, 1997)
spiritual health or spiritual “function” can be viewed as a spiritual component in quality
of life research, different from other spiritual or existential dimensions in health
observations in that the “functioning” aspect of spirituality coincides with other healthrelated quality of life domains perceived as role functioning (i.e. measuring role
limitations in physical functioning, emotional functioning, social functioning). Spiritual
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function is an important addition to quality of life measurement because it provides
unique information. The spiritual function domain addresses issues of meaning and faith,
which are generally absent from psychological constructs (Brady, Peterman, Fitchett, Mo,
& Celia, 1999). Researchers (Hawks, 1994; Stoll, 1989; Coward and Reed, 1996; Haase,
et al., 1992; & Reed, 1992) conceptualize spiritual functioning to include an individual’s
interrelationship or connection with self and others, and having a relationship with a
higher being or with the universe. This conceptualization of spiritual functioning may be
organized into three domains of intrapersonal, interpersonal, and transcendent
connectedness (Rosenfeld, 1997).
2. Intrapersonal Connectedness
Acknowledgement of having meaning, self-love and acceptance are areas
that patients respond to as being spiritual and as enhancing their lives. Spiritual models
for health research have often included items that measure how participants feel about
themselves, and whether or not positive associations of self-love or acceptance and health
outcomes exist. Researchers (Riley, Pema, Tate, Forchheimer, Anderson & Luera,1998)
looked at existential items from Celia; et al.(1993) Functional Assessment of Cancer
Therapies- Spiritual Well-Being and Paloutzian and Ellison’s (1982) Spiritual WellBeing Scale that included: (1)1 feel peaceful, (2) I have reason for living, (3) I feel a
sense of purpose in my life, (4) I feel very fulfilled and satisfied with life, and the item
associations with overall quality of life and well-being. They found that members of the
existential cluster (those with a positive intrapersonal connectedness) were functioning at
higher levels in all over-all quality of life assessments, particularly in the areas of
physical and emotional well-being, than other cluster groups. Some of the same and
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similar existential items were also significantly associated with overall quality of life in
recent studies (Brady, Peterman, Fitchett, Mo & Celia, 1999; and Cotton, Levine,
Fitzpatrick, Dold & Targ, 1999) aimed at including and measuring spirituality in quality
of life of patient’s with cancer. Although the relationships between cancer, chronic
illnesses, medical rehabilitation and spiritual well-being (interpersonal and interpersonal
connectedness) are complex, positive associations are noted in both observational and
longitudinal studies (Kim, Heinemann, Bode, Sliwa & King, 2000).
Even early health education model’s, such as one developed by Seaward, (1991)
for spiritual well-being, include components for both internal and external relationships
and theorize that spirituality cannot be approached solely from the rational, objective, and
logical theologies of the left brain. The result of a strong internal relationship promotes a
balance of hemispheric functions and thus enhances one’s level of self-confidence, selfworth, and self reliance, and the ability to live within the comfortable limits of one’s
environment (Schaef, 1987). Lastly, Hawks (1994) defines spiritual health as “a high
level of faith, hope, and commitment in relation to a well-defined worldview or belief
system that offers an ethical path to personal fulfillment that includes connectedness with
self.”
3. Interpersonal Connectedness
External or “interpersonal” relationships include one’s attitude and behaviors
toward all individuals. Seaward (1991) suggests that strong external relationships include
an open tolerance and acceptance of others opinions, beliefs, and values. This includes a
forgiving attitude toward others for their behaviors that may appear to be different or
inconsistent with one’s own ideas. Healthy external relationships necessitate the
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continual practice of nurturing one’s spiritual growth and love of those individuals who
are within one’s environment. Finally, researchers (Hawks, Hull, Thelman & Richins,
1995; Hawks, 1994; Bellingham, Cohen, Jones, & Spaniol, 1989), who examined skills
for spiritual health, said that external relationships are built on the foundation of
connectedness, a healthy bonding with individuals of the community.
Spiritual well-being models have often included interpersonal with interpersonal
connectedness items to look at the relationship with health outcomes (Seaward, 1991;
Celia; et al., 1993; Paloutzian & Ellison, 1982). Positive correlations between
interpersonal connectedness and quality of life outcomes have been noted (Kim,
Heinemann, Bode, Sliwa, & King; Plante & Sherman; Thomas, 2000; Cotton, 2000;
Brady, Peterman, Fitchett, Mo & Celia, 1999). In addition, positive correlations between
interpersonal connectedness and psychological well-being have been noted (Lyn, 2002).
4. Transcendent Connectedness: Practices
Another component of spiritual functioning or spiritual well-being can be
defined by religious or ceremonial practices. The dimensions of religious commitment
most related to positive outcomes are practices and beliefs, while the dimensions least
related are denomination and attitudes (Matthews, 1995). Within the past decade,
researchers have examined practices such as prayer, church attendance, and other
religious observances (Sowell, Moneyham, Hennessy, Guillory, Demi, & Seals, 2000;
Ellison, 1995; Kark, Shemi, Friedlander, Martin, Manor, and Blondheim, 1996;
Strawbridge, Cohen, Shema, and Kaplan, 1997) in predicting health outcomes, including
chronic illnesses, even HIV disease and mortality. All major causes of death have
actually been shown to decrease in some religious communities. These relationships are
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complex, however, and both observational and longitudinal studies have found positive.
negative and null findings (Sherman & Simonton, 2001; Lee, 2001). A possibility of
positive associations is that such a social environment induces less stress, enhances an
individual’s disease resistance, and promotes overall well-being and a positive health
status. Religious practices also have positive associations with psychological well-being
(e.g. life satisfaction, happiness, and related constructs), particularly in elderly
populations (Ellison & Levin, 1998; Idler & Kasl, 1992; and Levin, 1997). It has been
proposed that spiritual or religious activities enable the individual to transcend the
context of everyday life and its associated difficulties (Ellison, 1983; Haase et al., 1992;
Reed, 1987). Over the past two decades, researchers have measured the positive health
outcomes of religious practices with or without denomination affiliation (Levin and
Schiller, 1987).
5. Transcendent Connectedness: Relationship With Higher Core (God)
Stoll (1989) conceptualized spirituality as including an individual’s
transcendent relationship with a higher being or with the universe. Much has been said
regarding a person’s belief in God or a higher power and their health. Religion and health
studies (Ellison & Levin, 1998; Pargament, et al., 1992; and Ellison, 1991) within the
past decade have examined the transcendent connection to positive well-being and health
outcomes. Subjective feelings of “closeness to God” have correlated positively with
many well-being and health outcome variables, including coping and sense of purpose or
meaning, especially with patient’s suffering from chronic or terminal illnesses
(Pargament, 1997; Pargament, et al 1988; & Pargament, et al 1990), and in older adults
(Lyn, 2002; Koenig, George, & Sieger, 1988; Hunsberger, 1985).
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K. Health-Related Quality Of Life: Measuring Spiritual Functioning in Older and
Chronic Illness Populations
Although there is no apparent distinction between spirituality, spiritual
well-being or spiritual functioning in health-related quality of life research, researchers.
especially in nursing (Fryback & Reinert, 1999, O’Neill & Kenny, 1998; Hood Morris,
1996; Reed, 1987; and Reed, 1986) have looked at various dimensions of spirituality and
spiritual well-being that measure spiritual functioning within the aging and chronic
illness populations. Patients suffering from chronic or terminal illness tend to change
toward increased spirituality and well-being, especially transcendent connectedness.
Quality of life researchers Landis, (1996) and O’Brian, (1982) incorporated spiritual
functioning as a domain of interest and reported that it is also associated with individuals’
ability to adjust to chronic illnesses including diabetes mellitus, chronic hemdialysis, and
depression. In another prospective study of 2,812 older persons in New Haven,
Connecticut, spiritual practices were inversely related to subsequent disability, and
directly related to improved functional outcomes (Idler, & Kasl, 1992). In addition, recent
empirical work with palliative care patients using the McGill Quality of Life
Questionnaire found that existential well-being contributed at least as much to patients’
global health-related quality of life as did any of the physical, emotional, or social
domains (Cohen, Mount, Tomas, & Mount, 1996).
Similar findings, looking at associations between quality of life and spiritual and
religious beliefs, show that patients with cancer have reported that their spirituality has
enhanced their overall functioning and quality of life (Riley, et al., 1998; and Brady,
Peterman, Fitchett, Mo & Celia, 1999). A recent dissertation study (Mytko, 2000)
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included two factors of spirituality, (1) beliefs and practices, and (2) meaning and peace,
in a theoretical model for quality of life. Men with prostate cancer endorsed these levels
of spirituality and strong significant associations were observed between these variables
and quality of life.
Ferrell and colleagues’ (1995) Quality of Life-Breast Cancer Scale is a 46-item
measure with seven spirituality items examining religious and spiritual activities,
hopefulness, life purpose, and uncertainty towards the future. The McGill Quality of Life
Questionnaire (Cohen, Mount, Stobel and Bui, 1995), designed for use in palliative care,
includes items on future orientation, life meaning, life goals, personal control, and
orientation to the world. While these instruments attempt to incorporate spiritual well
being as a health-related quality of life domain, their usefulness for studies of aging and
chronic illness is limited by their orientation towards cancer or palliative care settings.
Moreover, the spirituality items are not grounded in clear conceptual models, wording of
the items is often ambiguous, and data related to psychometric properties or validity is
limited.
More recently, The Wellness Index (Slivinske, Fitch, & Morawski, 1996), a 79item, self-administered scale was developed to measure well-being, and includes a
religiosity dimension. Although the researchers have not used the term “quality of life,”
they have defined well-being to include an overall measure of physical health, morale.
economic resources, ability to carry out the activities of daily living, religiosity, and
social resources. Data for 463 older adults revealed each subscale had acceptable
reliability and validity, but the scale itself was designed to measure only well-being in
older adult populations, has not been used within chronic illness patients, and has been
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used predominantly in Caucasian populations. Also, the scale is not a health-related
quality of life instrument and does not measure spiritual functioning as it is defined in
this paper.
Another recent quality of life survey was developed by researchers from the
World Health Organization Group (WHOQOL Group, 1995) and both reliability and
validity have been found to be good to excellent in this instrument that measures overall
quality of life in a range of populations with chronic illness and pain (Skevington, 1998).
The most current form (WHOQOL Group, 1998) has been shortened to 100 items within
six domains; one of which is titled “spirituality, religion and personal beliefs.” Although
this is a rigorous quality of life scale, it does not concentrate on health-related quality of
life facets, does not include research-based spiritual functioning domains, is lengthy, and
has not been used extensively in older and chronic illness populations.
One quality of life survey that has been used extensively in cancer research is
called the Long-Term Quality of Life (LTQL) survey (G. Wyatt et al. unpublished
observations; and Wyatt & Friedman, 1996), used to assess quality of life in long-term
female cancer survivors. Although this scale incorporates a spiritual/philosophical
domain, it does not include all spiritual functioning domains of intrapersonal,
interpersonal, and transcendent connectedness.
L. Need for Further Research
Currently, there exist several excellent “generic/general” health-related quality of
life measurements such as the Centers for Disease Control and Prevention’s (1993)
Behavioral Risk Factor Surveillance System (BRFSS) and Ware and Sherboume’s,
(1992) Medical Outcome Studies- Short-Form (MOS-SF 36). While these are excellent
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measures of overall health-related quality of life, they do not include domains items that
measure spiritual functioning. Of the few quality of life instruments that have
incorporated spiritual health as a domain area of interest, the scales do not incorporate
research-based spiritual functioning domains; intrapersonal, interpersonal, and
transcendent connectedness. They also have not been extensively tested in older adult and
chronic illness populations. There is a need for studies that include spiritual functioning
as a domain in health-related quality of life measures, use diverse populations of chronic
illness, have large sample sizes, and incorporate non-religious attributes of spiritual
functioning.
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CHAPTER 3
METHODS
A. Data Collection and Design
This study analyzed secondary data, collected during 1999 and 2000, as part of a
Veteran’s Administration three-year (1997-1999) Ambulatory Care Quality Improvement
Project (ACQUIP). The ACQUIP project was designed by the Veteran’s Administration
to evaluate their entire ambulatory care system. Five hundred participants were mailed
questionnaires for the ACQUIP study for each of the three years. The participants were
randomly selected from six Veterans Hospital Administration facilities across the U.S.
The questionnaires included (1) demographic information, including gender, age.
education, income, and marital status, (2) a self-administered condition-specific health
status questionnaire, (3) a self-administered general health status questionnaire (MOS SF36), used to measure quality of life (Ware & Sherboume, 1992), and (4) 13 spiritual
functioning items. The spiritual function items, developed by Kenneth Rosenfeld, were
titled “Quality Of Life Survey” and were only mailed to the participants of the ACQUIP
study during the final (third) year. This study analyzes only data collected at the end of
the third year of the three-year study, using responses from the demographic survey.
MOS SF-36 and the 13 spiritual function items. Table 1 shows when each questionnaire
was mailed and which questionnaires were analyzed for this study.
This observational study relied on cross-sectional information obtained from
respondents during the third year of the ACQUIP study. According to Cook & Cambell
(1979) and Spector (1981), this study is classified as an observational or correlational
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design approach, employed for the purpose of testing an association between two or more
variables of interest.

Table 1. 1996-1999 Ambulatory Care Quality Improvement Project (ACQUIP)
Questionnaires mailed to veterans
Years mailed
1. Demographic information*
1997-1999
2. Self-administered condition-specific health status survey
1997-1999
3. Self-administered general health status questionnaire (MOS SF-36)*
1997-1999
4. Quality of life survey- 13 spiritual functioning items*
1999
* Questionnaires analyzed for this study. Only the 1999 questionnaires were examined.

B. Participants
Of the 500 participants who were mailed questionnaires during 1999 (the third
and final year of the ACQUIP study), 243 completed and returned their questionnaire
during 1999 and 2000, a response rate of 48.6%. Upon controlling for age and missing
cases, the final sample size (n) equaled 232 respondents. At the time of data collection,
subjects were enrolled in a participating facility, had one or more of seven conditionspecific chronic illnesses and had a primary care provider. Table 2 provides a breakdown
of demographical information reported by the participants during the final year (1999) of
the study.
C. Variables
/. Health-Related Quality ofLife
The ACQUIP study investigators, Rosenfeld, Kawaga-Singer, and
Hayes used the MOS short form, 36-item, general health survey to determine the current
health -related quality of life for the veterans. The MOS 36-item survey has been used for
similar health and quality of life studies and has been validated on large adult samples
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Table 2. Demographic Information
Population age

Mean
64.0

Minimum
27

Maximum
93

Number

Percent

Characteristic
Ethnicity
Native American
Asian or Pacific Islander
African American
Hispanic
White, not of Hispanic origin
Other
Missing
Marital status
Never married
Married
Separated
Divorced
Widowed
Missing
Highest education
ls,-8<h grade

9th-1 r11 grade
High school graduate
Some college/vocational
school
College graduate
Post-graduate work
Missing
Employment status (individuals may
be counted in more than one category)
Full time
Part time
Retired
Disabled
Not currently employed
Average yearly income
Less than $10,000
$10,000-$ 19,999
$20,000-$29,999
$30,000-$39,999
$40,000-$49,999
$50,000-$59,999
$60,000 or more
_______ Missing________

232

21

8.9

5

2.2

16

6.9
1.3
72.8
2.6

3

169
6
12
232
22

124
4

63
10
9

5.2

9.5
53.4
1.7
27.2
4.2

3.9

232

21
25

9.1
10.8

47

20.3

93

40.1

20

8.6
6.9

16
10

4.3

232

31
20

116
78
28

13.4
8.6
50.0
33.6
12.1

232

60

25.9

70

30.2

46
18
9

19.8
7.8
3.9
0.9
2.6
9.1

2

6
21
28

(Ware & Sherboume, 1992; Hays, Sherboume & Mazel, 1993; McHomey, Ware, Rogers,
Raczek & Lu, 1992; and Moorer & Suurmeijer, 1994). The MOS SF-36 includes
physical, social, and role functioning domains. Measures of mental health in terms of
emotional status, perceptions of overall health, and pain intensity reflect more subjective
components of health and general well being (Ware, 1987). Table 3 provides information
on the meaning of scores for the eight quality of life domains (Ware & Shereboume,
1992).
2. Spiritual Functioning
The 13-item spiritual function questionnaire was constructed from existing
instruments (Paloutzian & Ellison, 1982; Reker & Peacock, 1981; Moberg, 1984; and
Reed, 1987), but the chosen items were not previously validated for use in the proposed
study’s conceptual model. The instruments from which the items were selected have all
been widely used in religion/spirituality and health outcome studies. Almost all of the
spiritual functioning items, except for perceived spirituality and perceived religiosity,
were taken from these instruments. Table 4 shows the spiritual functioning scales and
items selected by researcher Kenneth Rosenfeld for the purpose of this study. Perceived
Spirituality and Perceived Religiosity do not fit into Rosenfeld’s proposed conceptual
model (interpersonal and intrapersonal connectedness, transcendent connectedness, and
spiritual practices) for spiritual functioning but were of interest to Dr. Rosenfeld. The
format of the spiritual functioning items is similar to that of the MOS SF-36 general
health survey.
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Table 3. Information About SF-36 Health Status Domains
*Meaning of scores

*Domain areas of health

Low
Limited a lot in performing
all physical activities:
including bathing or
dressing.

High
Performs all types of
physical activities:
including most
vigorous without
limitations due to
health.

Role limitations due
to physical problems

Problems with daily
activities due to physical
health.

No problems with
work/daily activities
due to physical health.

Social functioning

Extreme and frequent
interference with normal
social activities due to
physical and emotional
problems.

Performs normal
activities without
interference due to
physical and
emotional problems.

Bodily pain

Very severe and extremely
limiting pain.

No pain or limitations
due to pain.

General mental health

Feelings of nervousness and
and depression all of the time.

Feels peaceful, happy
calm all of the time

Role limitations due to
emotional problems

Problems with work or other
daily activities as a result of
emotional problems.

No problems with
other daily activities
as a result of
emotional problems.

Vitality

Feels tired and worn out all
of the time.

Feels full of pep and
energy all of the time.

Physical functioning

General health perceptions

Believes personal health is
Believes personal
poor and likely to get worse.
health is excellent.
*Note: this table was adapted from Ware, J., and Sherboume, C. (1992).
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Table 4. Proposed Model of Spiritual Functioning Items
Scales

Spiritual functioning items

1. Interpersonal connectedness: (2 items)

I enjoy doing things for others.
I feel loved and needed by others.

2. Intrapersonal connectedness: (3 items)

My life feels empty.
I feel peaceful.
I live my life according to what is
truly important to me.

3. Transcendent connectedness: (2 sub-scales)
(A) Spiritual practices- 5 items

Over the past year, did you:
Participate in an activity that you
think of as spiritual?
Pray privately?
Meditate in a way other than prayer?
Talk to a religious or spiritual
advisor?
Attend a religious service?

(B) Connectedness to God or spiritual core

During the past 4 weeks:
How connected have you felt to God
(or spiritual core)?

*4. Perceived spirituality

During the past 4 weeks, to what
extent did you consider yourself to
be a spiritual person?

*5. Perceived religiosity

During the past 4 weeks, to what
extent did you consider yourself to
be a religious person?

* Extraneous items not included in the actual model testing

a. Interpersonal Connectedness. Two items related to a person’s feelings
of connectedness to others were used for this scale. These two items were taken from
Moberg’s Indexes of Spiritual Well-Being (1984), an 82-item questionnaire assessing a
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variety of spiritual well-being factors, including social attitudes, self-perceptions.
theological orientation, religious beliefs, experiences, and preferences.
b. Intrapersonal Connectedness. Three items related to a person’s
feelings of self-connectedness such as sense of purpose. One of these items has been used
previously by researchers Paloutzian and Ellison (1982) in their Spiritual Well-Being
Scale, a 20-item Likert-type tool based on the belief that spiritual well-being includes
both vertical (i.e., relationship with God) and horizontal (i.e., sense of life
purpose/satisfaction) components. The other two items were taken from Reker and
Peacock’s (1981) 56-item Life Attitude Profile, used to assess seven factors: will to
meaning, life purpose, existential vacuum, life control, death acceptance, goal seeking,
and future meaning. These items are to assess will to meaning and life purpose.
c. Transcendent Connectedness. Six items were used to measure
transcendent connectedness, but these were broken down into two sub-scales, Spiritual
Practices, and Connectedness to God or Spiritual Core. The five items used to measure
practices were taken from Reed’s (1986) Spiritual Perspective Scale, a 10-item scale
measuring the degree to which subjects embrace certain spiritual views and engage in
“spiritually-related” practices, and Moberg’s (1984) Indexes of Spiritual Well-Being. The
item that measured feelings of connectedness to God or a spiritual core was taken from
Paloutzian and Ellison’s (1982) Spiritual Well-Being Scale.
d. Extraneous Items. Two items were used that are not included in the
conceptual model for the study. These two items were taken from Moberg’s (1984)
Indexes of Spiritual Well-Being.
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D. Statistical Analysis
To answer the research questions for this dissertation, the data was transferred and
analyzed using SPSS/PC version 10.0. Age was assumed to have a possible relationship
with both health-related quality of life and spiritual function; therefore, age was
controlled for and residuals for health-related quality of life variables were calculated.
Individuals with more than four missing values on a MOS-SF domain score or more than
four missing values on the spiritual scales were dropped from the analysis. Missing
values for those remaining in the analysis were imputed using the SPSS EM algorithm.
Descriptive statistics, including frequencies and histograms, were then calculated for all
demographic and MOS SF-36 variables. Some of the response scales for the 13 spiritual
functioning items were reversed so that higher scores on each item meant better spiritual
functioning. Table 5 shows the spiritual functioning items, the response scales for each
item, the reversed items and the number or weight given for each item. Histograms for
all variables were examined to determine if they met assumptions for normal distributions
and means and variances were calculated.
Confirmatory factor analysis with the program AMOS (Arbuckle, 1996) was used
to test the 11 items of the proposed model for spiritual functioning presented in Figure 1.
There are usually two parameters of interest in these analyses. First, there are the
associations between indicator concepts and unobserved variables, equivalent to “factor
loadings” in exploratory approaches. In Figure 1, these are the associations between the
items under each scale. There are also relationships between the constructs of interest
represented by the single headed arrows in Figure 1.
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Table 5. Spiritual Functioning Items and Response Scales
Spiritual functioning items

Original and ^reversed response scales

All of the
time

Most of the
time

Some of the
time

Not much
of the time

None of
the time

Interpersonal
connectedness:
4
5
3
*1 enjoy doing things
2
1
for others.
4
3
*1 feel loved and needed 5
2
1
by others.
Intrapersonal
connectedness:
2
1
My life feels empty.
3
4
5
4
5
3
* I feel peaceful.
2
1
4
3
*1 live my life according 5
2
1
to what is truly important
to me.
Transcendent
connectedness:
Over the past year, how often did you participate in the following activities?
Less
Once
Several times
About once
About once
Every
than
a month
a week
day
once
Participate in an activity
that you think of as
spiritual?
Pray privately?
Meditate in a way
other than prayer?
Talk to a religious or
spiritual advisor?
Attend a religious
service?

1

2

3

4

5

6

1
1

2
2

3
3

4
4

5
5

6
6

1

2

3

4

5

6

1

2

3

4

5

6

*How connected have you felt to God (the spiritual core) during the past 4 weeks?
Not very Not at all
Extremely Very
Somewhat
I can’t relate to
close
close
close
close
close
God (spiritual
core)

6

5

4

3

2

1

Perceived spirituality:

During the past 4 weeks, to what extent did you consider yourself to be a spiritual
person?
Slightly Moderately
Quite a bit
Not at all
Extremely
4
2
3
5
1

Perceived religiosity:

During the past 4 weeks, to what extent did you consider yourself to be a religious
person?
Not at all
Slightly Moderately
Quite a bit
Extremely
2
4
1
3
5

Adapted from the “Quality of Life Survey” by Rosenfeld, K. (1999).

34

My life feels
peaceful

Intrapersonal
Connectedness

I feel peaceful

X

I live life
according to

tr

I enjoy doing for
others

Interpersonal
Connectedness

I feel loved,
needed

▲

Participatespiritual activity
▼

Pray Privately
Mediate other
than prayer

Transcendent
Connectedness

Talk to advisor
Attend religious
service

Feel connected to
God

Figure 1. Model of Spiritual Functioning

A Chi-square (X2) test is commonly used to compare the predicted covariance
matrix of the observed variables for the model with the actual covariance matrix. Small
values of the test suggest only minor differences between the two matrices, and therefore
a good fit of the data to the model. However, X2 usually is augmented by other measures
that are less sensitive to sample size and represent an index of fit rather than a
dichotomous decision rule (Hu & Rentier, 1995). Therefore, two additional fit indices
were used: the Adjusted Goodness of Fit Index (AGFI) and the Tucker-Lewis Index
(TLI).
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The AGFI is sensitive to the difference between the observed covariance matrix
and the predicted covariance matrix of the indicator variables under the proposed model
after adjusting for over fitting. The number of predictor variables must balance the
goodness of fit (Williams & Holahan, 1994).
In contrast, the TLI is a comparison of two fit functions that assess the
improvement in fit of the model given the estimated covariance matrix compared with a
matrix assuming no association between all the observed variables (Marsh, Balia, & Hau,
1996). Here, departures from zero reflect the relative advantage of the proposed model
compared with a baseline of no association; the TLI has no upper bound (Kline, 1998).
Although there is some controversy concerning the appropriateness of the arbitrary
standard (Hu & Bentler, 1995), both the AGFI and the TLI should be at least 0.90 to
reflect an adequately fitting model (Kline, 1998; Schumacher & Lomax, 1996).
Next, exploratory factor analysis (with Principle Component Analysis as the
extraction method and an oblimin rotation) was conducted on the 11 spiritual functioning
items using SPSS. Originally, it was proposed to conduct factor analysis for each ethnic
group to determine whether the groups differ on factor structure. However, there were
insufficient sample sizes for minority groups to conduct separate factor analyses. The
oblimin factor analysis was conducted both on the full data set (all ages) and on a
trimmed (removal of top and bottom 5 percent of ages) data set.
After adjusting for age, correlations were conducted using Spearman’s rho nonparametric test. Correlations were calculated for: (1) the two factors (transcendent and
relational) for spiritual functioning found in the exploratory factorial analysis and the 8
MOS SF domains; (2) the transcendent and relational factors and the two extraneous
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items. Perceived Spirituality and Perceived Religiosity, and lastly; (3) the Perceived
Spirituality and Perceived Religiosity items and the MOS SF items.
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CHAPTER 4
RESULTS
A. Descriptive Statistics
The proposed scales for spiritual functioning were well accepted by participants,
with a response range of 227 to 232 responding to each of the total 13 items. Means for
each item ranged from 1.9 to 4.1, with 9 items having a mean greater than or equal to 3.0;
standard deviations ranged from 1.0 to 2.0. Table 1 shows means, minimum and
maximum responses for the spiritual functioning scale items. Table 5 in Chapter 3,
Methods, shows a detailed description of the response range for each item.
B. Causal Modeling
Confirmatory factor analysis (structural equation modeling) on the spiritual
functioning items was conducted to justify the proposed model for spiritual functioning.
Unfortunately, when the proposed indicators assumed to measure spiritual functioning
were tested, the fit of this model was poor (X2= 137.7, df= 41,/K0.000, AGFI = 0.850,
TLI = .861).
C. Factor Analysis
Further exploration with principal component analysis, oblimin rotation and
Kaiser normalization of the 13 spiritual functioning items yielded two factors with
eigenvalues greater than one. Removing the top and bottom 5 percent of the age
distribution contributed no significant factor loadings, so the full data set, including all
ages, was reported. Only items with factor loadings greater than 0.70 were included in the
respective factor. The first factor contained 4 out of 5 practice questions in the scale for
transcendent connectedness and was named “transcendent” factor.
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Table 1. Descriptive Statistics for the 13 Spiritual Functioning Items

3.8

Min/Max
1/5
1/5
1/5
1/5

232
232

3.7
3.4

1/5
1/6

232

4.1

1/6

232

3.0

1/6

232
232
232
232
230

1.9
2.6
2.8
2.8

1/6
1/6
1/5
1/5
1/6

Measure

n

My life feels empty.
*1 enjoy doing things for others.
*1 feel peaceful.
*1 live my life according to what is truly
important to me.
*1 feel loved and needed by others.
During the past 4 weeks, to what extent did
you consider yourself to be a spiritual person?
During the past 4 weeks, to what extent did
you consider yourself to be a religious person?
Participate in an activity that you think of as
spiritual?
Pray privately?
Meditate in a way other than prayer?
Talk to a religious or spiritual advisor?
Attend a religious service?
*How connected have you felt to God (the
spiritual core) during the past 4 weeks?

232

229
227
230

Mean
3.9
3.7
3.5

4.0

* Reversed Items

The second factor, termed “relational” factor, contained one interpersonal and two
intrapersonal scale items. Table 2 shows spiritual functioning items clustered under each
factor, factor loadings, and eigenvalues.
D. Correlational Analysis
Non-parametric Spearman’s Rho correlation analysis yielded no significant
correlations between the transcendent factor and the MOS-SF 36 domain items at an
alpha level of 0.001. However, three of the MOS-SF 36 items were significantly
associated with the relational factor, with correlation coefficients ranging from 0.23 to
0.45. Table 3 shows p values and correlation coefficients for each of the 8 MOS-SF 36
domain items and the two factors for spiritual functioning.
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Table 2. Principal Components Analysis Using Oblimin Rotation for
Spiritual Functioning Scales

Factor loadings*
Variables
My life feels empty.
I enjoy doing things for others.
I feel peaceful.
I live my life according to what is truly
important to me.
I feel loved and needed by others.
Participate in an activity that you think
of as spiritual?
Pray privately?
Meditate in a way other than prayer?
Talk to a religious or spiritual advisor?
Attend a religious service?
How connected have you felt to God
(the spiritual core) during the past 4
weeks?

Transcendent
0.09
0.05
0.17

Eigenvalue

Relational
0.66
0.63
0.88

0.06

0.75

0.18
0.84

0.82

0.81
0.62

0.08
0.08

0.73
0.75
0.74

0.01

3.69

2.58

Percent variance explained
33.5
* Items with loadings of 0.70 or greater are included in the factors

0.15

0.09
0.24

23.5

Correlation analysis was also conducted on the transcendent and relational factors
and the two extraneous items, Perceived Spirituality and Perceived Religiosity. Nonparametric Spearman’s rho yielded strong associations between the transcendent factor
and Perceived Spirituality and Perceived Religiosity. Weaker, statistically significant
associations exist between the relational factor and Perceived Spirituality and Perceived
Religiosity. Table 4 shows p values and correlation coefficients for each of these items
within the proposed spiritual functioning model.
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Table 3. Correlational Analysis: Spiritual Functioning Factors vs.
MOS-SF 36 (Quality of Life) Domains, Controlling for Age

Transcendent factor with:
Role limitation emotional
General health perceptions
General mental health
Bodily pain
Physical functioning
Role limitation physical
Social functioning
Vitality

Spearman’s rho
r

p value

0.02

0.78

-0.05

-0.07
-0.07

0.43
0.44
0.37
0.07
0.32
0.30

-0.09

0.19

0.23

<0.001*
0.01
<0.001*

0.05

-0.06
-0.12

Relational factor with:
Role limitation emotional
General health perceptions
General mental health
Bodily pain
Physical functioning
Role limitation physical
Social functioning
Vitality
* Statistically significant at an alpha of 0.001

0.18
0.45

0.15
0.13

0.02

0.20

0.00

0.28
0.18

<0.001*
0.01

0.06

Correlations conducted between Perceived Spirituality and Perceived Religiosity
and MOS-SF 36 items show that no significant associations exist between MOS-SF
domain items and Perceived Spirituality and Perceived Religiosity at an alpha level of
0.001. Table 5 shows correlation coefficients and p values for these items. Perceived
Spirituality and Perceived Religiosity were also highly correlated (correlation coefficient
0.81,/? value <0.000) with each other.
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Table 4. Correlational Analysis: Spiritual Functioning Factors vs. Perceived
Spirituality and Perceived Religiosity

Perceived spirituality with:
Transcendent factor
Relational factor
Perceived religiosity with:
Transcendent factor
Relational factor
* Statistically significant at alpha of 0.001

Spearman’s rho
r

p value

0.75
0.24

<0.001*
<0.001*

0.74

<0.001*
<0.001*

0.26
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Table 5. Correlational Analysis: Perceived Spirituality and Perceived Religiosity vs.
MOS-SF 36 (Quality of Life) Domains, Controlling for Age
Spearman’s rho
r
Perceived spirituality with:
Role limitation emotional
General health perceptions
General mental health
Bodily pain
Physical functioning
Role limitation physical
Social functioning
Vitality
Perceived religiosity with:
Role limitation emotional
General health perceptions
General mental health
Bodily pain
Physical functioning
Role limitation physical
Social functioning
Vitality
* Statistically significant at alpha of 0.001
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p value

0.05
-0.08
0.08
-0.08
-0.10
-0.06
-0.09
-0.12

0.45
0.24

-0.06
-0.12
-0.01
-0.14
-0.10
-0.11
-0.13
-0.14

0.39
0.08
0.95

0.21
0.25
0.12
0.39
0.18
0.07

0.03

0.14
0.09
0.06
0.03
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Abstract
This review of the literature examines quality of life versus health-related quality of life
research, and some implications for measuring health-related quality of life. The spiritual
dimension of health examined in health-related quality of life research often overlaps
with emotional and social domains but is different from religiosity. Spiritual function (the
measurement of one’s health status through intrapersonal, interpersonal, and transcendent
connectedness) is often confused with spiritual well-being but is a separate,
unrepresented and needed dimension in health-related quality of life research.
Keywords: health-related quality of life, spiritual health, spiritual domain
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Spiritual Function: A Misunderstood and Unrepresented Dimension in
Health-Related Quality of Life Research
This literature review presents research on health-related quality of life and
spiritual functioning, a misunderstood and unrepresented dimension in health-related
quality of life research. Spiritual functioning is an important domain in health-related
quality of life research and is vital in comprehending one’s total health. One of the
critical issues in creating health assessment tools is understanding and bridging the gap
between health concepts and operational definitions of health. Health can be defined by
two standards: quality and quantity. Quantity of life describes length of life lived as
measured by such indicators as life expectancy, mortality rates and deaths due to specific
causes. Quality of life is a broader concept than the status of one’s health and
encompasses areas such as standards of living, quality of housing and neighborhoods in
which persons live, and job satisfaction. Quality of life measurements are a subjective
evaluation rather than an objective medical reality, and therefore should be ascertained by
the person whose quality of life is being evaluated (Guyatt, Feeny, & Patrick, 1993; Gill
& Feinstein, 1994). A person may be doing worse physically, but may “feel” better or be
“taking” his condition better. The subjective nature of quality of life also means that it
will vary greatly from person to person.
Health-Related Quality of Life: Definition & Utilization
Confusion lies in conducting research without properly differentiating between
the terms “quality of life” and “health-related quality of life.” Within the past decade.
researchers have predominately chosen to measure health-related quality of life based on
the definition of health in the preamble of the World Health Organization’s (WHO)
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constitution. WHO defines health as physical, psychological and social well-being, and
not just the absence of disease (WHO, 1946). Overall quality of life includes not only
health-related factors, such as physical, functional, emotional, and mental well-being, but
also non-health-related elements such as life circumstances, quality of the environment.
and income. Since health educators, providers, and investigators are interested in those
aspects of life closely related to health status, they focus on what has been termed
“health-related quality of life”.
Health-related quality of life can be defined as “the value assigned to duration of
life as modified by impairments, functional status, perceptions, and social opportunities
that are influenced by disease, injury, treatment, or policy” (Patrick & Erickson, 1993).
Health-related quality of life incorporates at least the physical, psychological, and social
domains, or core concepts, with consideration of specific components such as general
health perception and role function.
Health-Related Quality of Life in Medical Outcome Research
Whether or not the terms “quality of life” or “health-related quality of life” are
used in defining subjective health measures, scales developed to measure medical
outcomes should include physical, emotional, mental and social functioning domains
(Ware & Sherboume, 1992). Even early quality of life studies show that more meaningful
summary measures of health are necessary because few diseases or health care
interventions have a single clinical effect on patient’s health outcomes. Health-related
quality of life scales take into consideration the patient’s perceptions of these important
domains. This is especially important in chronic or terminal illness and elderly
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populations where one’s overall health-related quality of life may not be determined
exclusively by their physical health.
Health-Related Quality of Life in Populations With Chronic or Severe Illness
Chronic diseases are of growing importance in health care; patients with chronic
conditions account for the majority of US health care expenditures. There has been a shift
of focus in health policy over the last two decades from health care to improving overall
health. One of the manifestations of this shift is the growing importance of prevention as
a strategy to improve health of a population. This change in health policy makes it
necessary to develop health-related quality of life measures congruent with broader
definitions of health (which include physiological, psychological, social, and spiritual
dimensions) that have been in existence and are now emerging as separate dimensions for
measurement.
For health educators and clinicians the impact of medical interventions on how
patients feel and how they function is a crucial area. Existential concerns, such as the
question of meaning, coping, and feelings about death, are of great importance to people
with life threatening illnesses. Definitions and operations of quality of life may be
different in patients suffering with life-threatening or chronic illnesses. People with life
threatening illnesses define health as a sense of personal integrity and wholeness.
encompassing physical, mental/emotional and spiritual domains, and these domains
should be considered in quality of life measurements (Fryback & Reinert, 1999).
Spiritual Dimension of Health
Health is now viewed as a multi-dimensional concept, including the physical,
emotional, mental, social, and spiritual dimensions (Waite, Hawks, & Cast, 1999; Levin,
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Larson & Puchalski, 1997). The prevailing focus on spirituality’s religious aspects has
been criticized for its failure to recognize the non-religious dimensions of spirituality
(Koenig, George, & Siegler, 1988). The spiritual dimension of health is often not applied
to health or wellness paradigms because it’s language is misunderstood. It is too often
confused and used synonymously with the word religion. Engebretson (1996) and Ross
(1995) argue that a common error is to confuse the spiritual domain with religious
categorization, and that religion is a specific dogma or an active application of a specific
set of organized rules and guidelines. Identification of a religion is likely to give very
little information about an individual’s spiritual philosophy. Although some people have
a good fit between their personal beliefs and a specific organized religion, many others
have incorporated beliefs from several religions. Also, individual can be very spiritual yet
not religious, just as a person can be very religious, but may not understand or accept
their own spirituality.
Zinnbauer (et al 1997) concluded that religiousness and spirituality define
participant’s different perspectives of belief. Religiousness includes both personal views
of God or a higher power and organizational or institutional beliefs and practices such as
church membership and church attendance. Spirituality was most often described in
experiential or personal terms, such as belief in God or a higher power. Individuals may
also perceive themselves as spiritual and religious. Freedom of definition should be
afforded to both religion and spirituality, but clearly, one does not have to belong to an
organized religion in order to access the spiritual. Human spirituality is a synthesis of
traits found in human nature and encompasses a host of concepts from several disciplines
including sociology, psychology, philosophy, and theology.
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Measuring the Spiritual Dimension of Health
Spirituality and health researchers within the nursing arena provide us insight into
the qualitative aspects of those with potentially fatal diagnoses, and what they perceive as
beneficial for their circumstance. Researchers Fryback and Reinert (1999), Hall (1998),
and Relf (1997) have all examined the meaning of spirituality as perceived by people
living with the knowledge that they may soon die. Findings suggest that many view
spirituality as a bridge between hopelessness and meaningfulness in life. Those who
found meaning in their disease thought they had a better quality of life than before their
diagnosis.
Over the past 15 years, conceptual models for spiritual well-being have been
developed, and in the last decade, multidimensional spirituality assessment tools surfaced
(Fetzer Institute, 1999; Hatch, Burg, Naberhaus, & Hellmich, 1998; Cohen & Mount,
1992; Seaward, 1991; Paloutzian & Ellison, 1982; Reed, 1986; Recker & Peacock, 1981;
& Moberg, 1984) using broader definitions of spirituality or “spiritual well-being”, that
include emotional, religious, existential or “meaning”, social, and developmental
domains. Each of these instruments is said to comprehensively measure components of
the spiritual dimension. They differ substantially, however, from one another in item
content. Also, they do not attempt to integrate spiritual function with physical, social, and
emotional domains to assess overall health-related quality of life. They also lack focus on
aging or chronic illness associated developmental issues, and are usually quite lengthy.
They also tend to have a potentially narrow focus within the Judo-Christian religious
perspective and focus on assessing spiritual beliefs rather than actions (Hatch, Burg,
Naberhaus, & Hellmich, 1998).
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Spiritual Function: A Needed Health-Related Domain in Quality of Life Research
The spiritual dimension is increasingly being recognized as a conceptually
important but underrepresented health-related quality of life domain (Cohen, Mount,
Thomas & Cohen, 1996; Frank-Stromborg, 1984; Brady, Peterman, Fitchett, Mo, &
Celia, 1999). In order for a health-related instrument to accurately reflect individuals’
well-being, it is crucial that it measure each of the important domains of health-related
quality of life. Therefore, the spiritual domain must include items that measure how one
is functioning spiritually, or attempt to measure spiritual health.
Paloutzian and Ellison (1982), researchers of health and spiritual well-being and
developers of the Spiritual Well-Being Scale, suggest that spiritual well-being may not be
the same thing as spiritual health. For example, an individual may self-report indicators
of spiritual well-being such as “life control” or “will to meaning” that can be viewed as
approximations of an underlying state of spiritual health. According to one health-related
quality of life researcher (Rosenfeld, 1997) spiritual “function” can be viewed as a
spiritual component in quality of life research, different from other spiritual or existential
dimensions in health observations in that the “functioning” aspect of spirituality
coincides with other health-related quality of life domains perceived as role functioning
(i.e. measuring role limitations in physical functioning, emotional functioning, social
functioning). Spiritual functioning is an important addition to quality of life measurement
because it provides unique information. The spiritual function domain addresses issues of
meaning and faith, which are generally absent from psychological constructs (Brady,
Peterman, Fitchett, Mo, & Celia, 1999). Spiritual function can be conceptualized to
include an individual’s interrelationship or connection with self and others, and a
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relationship with a higher being or with the universe (Coward and Reed, 1996). This
conceptualization of spiritual functioning may be organized into three domains of
intrapersonal, interpersonal, and transcendent connectedness (Rosenfeld, 1997).
1. Intrapersonal Connectedness
Spiritual models for health research have often included items that measure how
participants feel about themselves, and whether or not positive associations of self-love
or acceptance and health outcomes exist. Researchers (Riley, Pema, Tate, Forchheimer,
Anderson & Luera (1998) looked at existential items from Celia, et al. (1993) Functional
Assessment of Cancer Therapies- Spiritual Well-Being and Paloutzian and Ellison’s
(1982) Spiritual Well-Being Scale that included items: (1)1 feel peaceful, (2) I have
reason for living, (3) I feel a sense of purpose in my life, (4) I feel very fulfilled and
satisfied with life, and the item associations with overall quality of life and well-being.
They found that members of the existential cluster (those with a positive intrapersonal
connectedness) were functioning at higher levels in all over-all quality of life
assessments, particularly in the areas of physical and emotional well-being than other
cluster groups. Acknowledgement of having meaning, self-love and acceptance are all
areas that patients viewed as being spiritual and as enhancing their life. In recent studies
aimed at including and measuring spirituality in quality of life of patient’s with cancer
(Brady, Peterman, Fitchett, Mo & Celia, 1999; Cotton, Levine, Fitzpatrick, Dold & Targ,
1999), some of the same and similar existential items were also significantly associated
with overall quality of life. Early health education models such as one developed by
Seaward (1991) for spiritual well-being, include components for both internal and
external relationships and theorize that spirituality cannot be approached solely from the
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rational, objective, and logical theologies of the left brain. The result of a strong internal
relationship promotes a balance of hemispheric functions and thus enhances one’s level
of self-confidence, self-worth, and self-reliance, and the ability to live within the
comfortable limits of one’s environment. Lastly, spiritual health can be defined as having
“a high level of faith, hope, and commitment in relation to a well-defined worldview or
belief system that offers an ethical path to personal fulfillment that includes
connectedness with self’ (Hawks, 1994).
2. Interpersonal Connectedness
External or “interpersonal” relationships include one’s attitude and behaviors
toward all individuals. Seaward (1991) suggests that strong external relationships include
an open tolerance and acceptance of other people’s opinions, beliefs, and values. This
includes a forgiving attitude toward others for their behaviors that may appear to be
different or inconsistent with one’s own ideas. Healthy external relationships necessitate
the continual practice of nurturing one’s spiritual growth and love of those individuals
who are within one’s environment. Hawks, Hull, Thelman & Richins, (1995) in their
research on skills for spiritual health conclude that external relationships are built on the
foundation of connectedness, a healthy bonding with individuals of the community.
3. Transcendent Connectedness: Practices
Another component of spiritual functioning or spiritual well-being can be defined
by religious or ceremonial practices. The dimensions of religious commitment most
related to positive outcomes are practices and beliefs, while the dimensions least related
are denomination and attitudes (Matthews, 1997). Researchers (Sowell et al., 2000;
Ellison, 1995; Kark, et al., 1996; Strawbridge, Cohen, Shema, and Kaplan, 1997) have
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observed spiritual practices such as prayer, church attendance, and other religious
observances in predicting health outcomes; including chronic illnesses, even HIV disease
and mortality. All major mortality rates have been shown to decrease in some religious
communities. A possible reason is that such a social environment induces less stress.
enhances an individual’s disease resistance, and promotes overall well-being and a
positive health status. Religious practices also have positive associations with
psychological well-being (e.g. life satisfaction, happiness, and related constructs).
particularly in elder populations (Ellison & Levin, 1998). It is possible that spiritual or
religious activities enable the individual to transcend the context of everyday life and its
associated difficulties. Over the past two decades, researchers have measured the positive
health outcomes of religious practices with or without denomination affiliations.
4. Transcendent Connectedness: Relationship With God or a Higher Core
Much has been said regarding a person’s belief in God or a higher power and their
health. Religion and health studies within the past decade have examined the
transcendent connection to positive well-being and health outcomes. Subjective feelings
of “closeness to God” have correlated positively with many well-being and health
outcome variables, including coping and sense of purpose or meaning, especially with
patient’s suffering from chronic or terminal illnesses (Ellison & Levin, 1998; Pargament,
1997; Pargament, et al 1988) and in older adults (Koenig, George, & Sieger, 1988).
Need for Further Research
Currently, there are several excellent “generic” or “general” health-related quality
of life measurements such as the Centers for Disease Control and Prevention’s (1993)
Behavioral Risk Factor Surveillance System (BRFSS) and Ware and Sherboume’s,
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(1992) Medical Outcome Studies- Short-Form (MOS-SF 36). While these are excellent
measures of overall health-related quality of life, they do not include domains items that
measure spiritual functioning. Of the few quality of life instruments that incorporate
spiritual health as one of their domain areas of interest, the scales do not include researchbased spiritual functioning domains; the intrapersonal, interpersonal, and transcendent
connectedness. They also incorporate lengthy spiritual well-being items, and have not
been tested on diverse populations. There is a need for studies that include spiritual
function as a domain in health-related quality of life measures, use appropriate items that
represent each component of spiritual function, incorporate non-religious attributes of
spiritual function, use diverse populations of chronic illness, and have large sample sizes.
Recognition of the spiritual domain in health-related quality of life research may enhance
spiritual health education interventions and evaluation tools and further health research.
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Table 1. Components of Spiritual Functioning: Intrapersonal, Interpersonal, and
Transcendent Connectedness
* Spiritual functioning components
1. Intrapersonal connectedness
2. Interpersonal connectedness
3. Transcendent connectedness:
(A) Spiritual practices
(B) Connectedness to God or spiritual core
*Note: Suggested spiritual functioning components in health-related quality of life
instruments
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CHAPTER 6
DISCUSSION
A. Introduction
This research is the first known attempt to measure spiritual functioning from
items extrapolated from previous spiritual well-being scales for the purpose of examining
how an individual’s intrapersonal, interpersonal and transcendent connectedness are
related to health-related quality of life. An apparent lack of rigor and inconsistency within
spirituality and health research exist. To date, only a few health-related quality of life
instruments have incorporated spiritual health as a domain area of interest and these
scales do not incorporate research-based spiritual functioning domains (i.e., intrapersonal.
interpersonal, and transcendent connectedness). They also have not been extensively
tested in older adult and chronically ill populations. Although some interesting
associations between spiritual function and health-related quality of life were observed.
the model for spiritual function was found to be a poor fit for the data. Further research to
develop a construct for spiritual function is needed.
Because of the apparent uniqueness of this study, and because this research is
considered a pilot study, the results and ensuing discussion must be interpreted with
caution. Lack of significant findings does not necessarily mean that no relationship exists
between each component for spiritual function and some areas of health-related quality of
life as measured by Ware and Sherboume’s, (1992) Medical Outcome Studies- ShortForm (MOS-SF 36) domain scores. Likewise, findings that are significant in this study
may not be replicable in future studies.
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B. Spiritual Health and Its Role in Health-Related Quality of Life Research
The spiritual dimension is increasingly being recognized as a conceptually
important but underrepresented health-related quality of life domain (Cohen, Mount,
Thomas & Cohen, 1996; Frank-Stromborg, 1984; Brady, Peterman, Fitchett, Mo, &
Celia, 1999). In order for a health-related instrument to accurately reflect individuals’
well-being, it is crucial that it measure each of the important domains of health-related
quality of life. Therefore, the spiritual domain must include items that measure how one
is functioning spiritually, or attempt to measure spiritual health.
1. Spiritual Function
Ellison (1983), a researcher of health and spiritual well-being, and a
developer of the Spiritual Well-Being Scale (Paloutzian & Ellison, 1982), suggests that
spiritual well-being (so often measured or addressed by spirituality and health
researchers) may not be the same thing as spiritual health. For example, an individual
may self-report indicators of spiritual well-being, such as “life control” or “will to
meaning” that can be viewed as approximations of an underlying state of spiritual health.
According to one health-related quality of life researcher (Rosenfeld, 1997)
spiritual health or spiritual “function” can be viewed as a spiritual component in quality
of life research, different from other spiritual or existential dimensions in health
observations in that the “functioning” aspect of spirituality coincides with other healthrelated quality of life domains perceived as role functioning (i.e. measuring role
limitations in physical functioning, emotional functioning, social functioning). Spiritual
functioning domains must include items that measure how one is functioning spiritually,
or attempt to measure spiritual health. The spiritual dimension of health and health63

related quality of life, however, is oftentimes misunderstood due to the language and
definitions of spirituality used by health researchers, including spiritual well-being and
religiosity. When making comparisons between the conclusions of this study to those of
past religion and health-related quality of research, one must be aware of some common
misunderstandings that can confuse interpretation of findings.
2. Spiritual vs. Religious Health
Researchers (Engebretson, 1996; Ross, 1995; Hoyman, 1966) argue that
common errors are associated with confusing the spiritual domain with religious
categorization and that religion is a specific dogma or an active application of a specific
set of organized rules and guidelines. Zinnbauer (et al 1997) concluded that religiousness
and spirituality defined different perspectives of a participant’s belief, with religiousness
including both personal views of God or a higher power and organizational or
institutional beliefs and practices such as church membership and church attendance.
Spirituality has most often been described in experiential or personal terms, such as belief
in God or a higher power. One may also perceive themselves as spiritual and religious.
Diaz (1993) suggests that freedom of definition should be afforded to both religion and
spirituality, but that clearly one does not have to belong to an organized religion in order
to access the spiritual. Human spirituality is a synthesis of traits found in human nature
and encompasses a host of concepts from several disciplines including sociology.
psychology, philosophy, and theology.
C. Confirmatory and Exploratory Factor Analysis
The structural equation model tested to assess the effects of spiritual functioning
on the study population was found to be a poor fit with the data. The model accounted for
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only a small portion of the variance in spiritual functioning. This finding indicates that
there are other variables important to understanding variance in spiritual function not
included in the model. Conclusions from other religion and health investigators (Ellison
& Levin, 1998; Matthews et al., 1998; Weaver et al., 2000; Lee, 2001) point to
multidimensional associations between religious or spiritual variables and health
outcomes.
Although the proposed model for spiritual functioning included scales for
transcendent, intra- and interpersonal connectedness, only two significant factors
emerged with exploratory factor analysis. These factors were called “transcendent” and
“relational” connectedness. The items clustered under the transcendent factor in the
spiritual function model were practice questions taken from previous scales (Reed, 1986;
Moberg, 1984) designed to measure the certain spiritual beliefs and involvement and the
item “how connected have you felt to God or spiritual core.” Items clustered under the
second factor, relational connectedness, were both intra- and interpersonal connectedness
items. It is not understood why the intrapersonal connectedness item “my life feels
empty” from Recker and Peacock’s (1981) 56-item Life Attitude Profile and the
interpersonal connectedness item “I enjoy doing things for others” from Moberg’s (1984)
Indexes of Spiritual Well-Being Scale were not statistically significant under intra- and
interpersonal connectedness respectively.
Confirmatory factor analysis did not yield support to the proposed model
assumption that intra- and interpersonal connectedness is separate predictive components
of spiritual function. Although analysis results did not fully support the proposed model
for spiritual function, the relational connectedness factor (combination of intra- and
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interpersonal connectedness) is supported by research looking at the relationship between
components of intra- and interpersonal connectedness. Recent studies (Shute, De Blasio,
& Williamson, 2002; Demir & Tezer, 2001; Fuertes, Carpintero, Martinez, Soriano, &
Hernandez, 1997; Chou, 2000; Bishop & Indrbitzen, 1995; Paterson, Pryor, & Field,
1995) looking at self-esteem (intrapersonal connectedness) and social support, including
different types of supportive relationships (interpersonal connectedness) show that there
is a positive and somewhat strong correlation between the two. Number and type of
satisfying and intimate relationships may even predict adolescents’ self-esteem. Recent
studies (Kwon, 2001; Howard, 2000; Lippes, 1999; Voss, Markiewicz, & Doyle, 1999)
examining the relationship between various aspects of intrapersonal connectedness (e.g.
self-esteem, emotional wellbeing and purpose in life) and satisfaction of close
relationships such as marriage and cohabitation partners, report strong and significant
associations. One study (Murray, 2001) examining self-doubt and relationship beliefs
found that dating and married couples who report feeling loved increased their sense of
security and promoted their ability to establish close relationships. Two studies (Gale,
2001; Thomas & Daubman, 2001) have found no relationship between self-esteem and
partner relationships among adult lesbian women, and no relationship between self
esteem and quality of friendships in adolescent age children, respectively. Further
research examining associations between various components of intra- and interpersonal
connectedness may clarify their relationship. The brevity of items used to measure intraand interpersonal connectedness may have contributed to the small variance explained by
the model for spiritual functioning. Further research using a more comprehensive.
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multidimensional measure for spiritual function is needed to assess more fully the role of
a model that can be tested in health-related quality of life studies.
The two significant factors found in this research, transcendent and relational
connectedness, are supported by previous spiritual well-being research (Paloutzian and
Ellison, 1982) based on the belief that spiritual well-being includes both vertical and
horizontal components. A recent dissertation (Mytko, 2000) supports both the
transcendent and horizontal factor associations between spirituality and quality of life.
The first factor, beliefs and practices, were consistently associated with social and
relational well-being, whereas most quality of life components, including physical well
being, were associated with horizontal connectedness (peace and meaning).
D. Spiritual Function and Health-Related Quality of Life
1. Transcendent Factor and Health-Related Quality of Life
Practices and beliefs are the two dimensions of the transcendent factor in
the proposed model of spiritual functioning for this study. They are also two dimensions
of religious commitment most related to positive health outcomes (Matthews, 1995).
Practices, such as prayer and church attendance have also predicted health outcomes.
including chronic illnesses (Lyn, 2002; Sowell, Moneyham, Hennessy, Guillory, Demi, &
Seals, 2000; Ellison, 1995; Kark, Shemi, Friedlander, Martin, Manor, and Blondheim,
1996; Strawbridge, Cohen, Shema, and Kaplan, 1997). The transcendent factor, however,
in this study was not significantly associated with health-related quality of life. This
finding is supported by a recent review on religious activity and spiritual involvement
(Sherman & Simonton, 2001) where researchers reported either no associations or
negative associations between religious variables (practices), spiritual involvement
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(beliefs) and health outcomes. The findings of this study are also supported by a recent
exploration by researchers Cotton, Levine, Fitzpatrick, Dold and Targ (1999). They
looked at the relationship between spiritual well-being (belief in God) and quality of life,
and after controlling for demographic variables and adjustment styles they found that
spiritual well-being contributed very little additional variance to quality of life. Perhaps
the transcendent factor (practices and belief in God or higher power) cannot explain
enough variance for the complex associations between spiritual variables and positive
health outcomes. Also, the observational design of this study cannot examine any long
term positive effects practices or beliefs may have on health outcomes. Further research
is needed to determine additional transcendent connectedness items that measure spiritual
function, especially when determining health-related quality of life associations.
2. Relational Factor and Health-Related Quality of Life
Three of the eight health-related quality of life domains (role limitations
due to emotional problems, general mental health, and social functioning) were
significantly associated with intrapersonal and interpersonal connectedness. Perhaps
more components of interpersonal and intrapersonal connectedness would lend more
significant associations with health-related quality of life domains. Interpretation of
support by previous spiritual well-being studies should include consideration that
spiritual well-being may not be the same thing as spiritual health (Ellison, 1983).
Previous spiritual well-being studies (Kim, Heinemann, Bode, Sliwa, & King; Plante &
Sherman; Thomas, 2000; Cotton, 2000; Brady, Peterman, Fitchett, Mo & Celia, 1999;
Lyn, 2002) observed significant associations between intra and interpersonal
connectedness (relational factor) items and health-related quality of life outcomes. One
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dissertation (Cotton, 2000) reported that spiritual well-being in women with breast cancer
enhanced their quality of life, and that components of spirituality that involve
intrapersonal and interpersonal connectedness were more highly associated with quality
of life than spiritual practices (transcendent connectedness). A dissertation (Mytko,
2000), looking at different components of spirituality and quality of life found that
intrapersonal connectedness (meaning and peace) were more highly and consistently
related to quality of life in cancer patients than were transcendent components (beliefs
and practices).
E. Spiritual Function and Perceived Spirituality and Religiosity
The significant associations observed between perceived spirituality/religiosity
and transcendent and horizontal factors for spiritual functioning support previous findings
by Zinnbauer et al. (1997) who concluded that both self-reported (perceived) spirituality
and religiosity were positively associated with spiritual function items such as church
attendance, other practices, such as frequency of prayer, interdependence on others and
beliefs about God. The intent of the researchers was to show differences between
spirituality and religiosity. Self-reported religiosity was found to be associated with
higher levels of intrinsic religiousness (i.e. frequency of prayer, church attendance) and
independence from others. Self-rated spirituality (perceived spirituality) was more highly
associated with group experiences related to spiritual growth relationships. Lack of
studies found in the literature support the need for further investigation on perceived
religiosity/spirituality and their relationship to spiritual function.
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F. Perceived Spirituality and Religiosity and Health-Related Quality of Life
No significant associations were found between perceived spirituality and
perceived religiosity and health-related quality of life domains at an alpha level of .001.
The literature does not indicate that many researchers have looked at relationships
between perceived religiosity and perceived spirituality and health-related quality of life
outcomes. A recent research review (Sherman & Simonton, 2001) reported that religious
involvement (perceived religiousness) may or may not be positively associated with
quality of life. One study, (Ringdal, 1996) looked at an item of religious belief (not
denominational affiliation) and quality of life in cancer patients. A majority of the
patients reported that their religious belief had been of support to them after they became
ill from cancer. Religious faith (or perceived religiosity) and religious affiliation have
been directly related to quality of life in individuals with HIV disease (Flannelly &
Inouye, 2001). The validity of this study, however, may have been confounded by a
correlational, non-random, homogenetic, small sample size design. Nursing literature
(Ross, 1995) points to the need for belief and faith in God to be included as a component
in the spiritual dimension of overall quality of life. Further research is needed to
understand the relationship between perceived faith and health outcomes or status.
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CHAPTER 7
CONCLUSIONS
A. Summary and Implications of Findings
Spiritual function is increasingly being recognized as a conceptually important but
underrepresented health-related quality of life domain. It is overlapping with but distinct
from physical, emotional, and social well-being (Cohen, Mount, Thomas, & Mount,
1996; and Bensley, 1991). Ambiguous definitions for spirituality and spiritual well-being
exist in the literature, and observed associations between spiritual items and healthrelated quality of life have mostly measured spiritual well-being which may not be the
same as spiritual health (Ellison, 1983). Only a handful of studies have looked at spiritual
function and its relationship to health-related quality of life. These studies were limited
by a narrow focus on the religious aspects of spirituality, have small sample sizes, and/or
have highly selected study populations (Cohen, Mount, Thomas, & Mount, 1996; Idler &
Kasl, 1992; Riley, et al., 1988; Cotton, Levine, Fitzpatrick, Dold & Targ, 1999; and
Brady, Peterman, Fitchett, Mo, and Celia, 1999). This study attempted to include spiritual
function as a component to measure spiritual health just as other health-related domains
(physical or mental functioning) measure different aspects of quality of life.
Confirmatory factor analysis on the spiritual items indicated that the proposed
model for spiritual functioning was a poor fit to the data. The model did not account for
the variances produced by other confounding factors. The relational connectedness factor.
a combination of intra- and interpersonal connectedness, seems to be supported by
research examining associations between the components of intra- and interpersonal
connectedness.
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The significant associations found in this study between spiritual functioning and
other health-related quality of life domains show mixed and confusing results. The
significant associations between the relational factor for spiritual function (intra- and
interpersonal connectedness) and health-related quality of life domains supports similar
findings from current research. No significant relationship was observed, however, in this
study between spiritual practices, connectedness to God and health-related quality of life
factors. This finding did not support results from other studies, but does support mixed
findings in recent reviews on spiritual well-being and health-related quality of life.
As supported by the research, significant associations were observed between
spiritual practices, connectedness to God or higher power, intra and interpersonal
connectedness and perceived spirituality and perceived religiosity. No significant
relationships were observed, however, between perceived spirituality, perceived
religiosity and health-related quality of life.
B. Limitations
The inferences drawn about the relationships of spiritual functioning and healthrelated quality of life in this study contribute to the current field of research in this area.
The items used to measure spiritual functioning, however, were chosen from existing
instruments in order to fulfill a conceptual model that included three domains of spiritual
function: intrapersonal (inner peace, meaning); interpersonal (feeling loved, helping
others); and transpersonal (connectedness to God or a Higher Power). The items were not
validated for use in this fashion in prior studies, which is a limitation of the current study.
Factorial analysis of the 11 spiritual function items showed that two factors (transcendent
and relational) were significant for this population. Over all, a causal model for spiritual
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function did not fit the study population and the spiritual function items should be tested
again in different subgroups or populations to yield better scale validity and reliability.
Other potential cofounders of internal validity of the proposed study might
include population size, attitude and beliefs of an older-age group of Americans about
self, others, and God, and possible attitude about spiritual matters due to crisis or trauma
of war or battles fought. The problem with correlational data is that it only really suggests
the existence of a relationship between two variables. No precaution can completely rule
out possibility of a third variable (some other confounding factor) causation. These
confounding factors should be examined indirectly by means of subgroup data analysis.
The relationship between the study’s conceptual model of spiritual functioning and
health-related quality of life should be examined for different groups.
The fact that this study utilizes a predominately older, male population is a threat
to the external validity of the proposed study. Generalizations cannot be made to other
populations of chronic disease patients, including populations of both genders and
younger age groups. Also, no differentiation can be made for those who are at different
stages of their illness. The attitudes and beliefs about spiritual and religious issues might
be different for more seriously ill and non-functioning groups of people.
C. Recommendations for Future Research
Results, including threats to the validity of this study, indicate a need for further
research on health-related quality of life concerns, especially with the inclusion of the
spiritual dimension. Prior health-related quality of life instruments used in cancer care
and chronic illnesses have included spirituality items along with the physical, emotional,
and social domains. While these instruments attempt to incorporate spiritual well-being
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as a health-related quality of life domain, their usefulness for studies of aging and chronic
illness is limited by their orientation towards cancer care and/or palliative care settings.
There is a need for studies that include spiritual function as a domain in health-related
quality of life measures, use samples with diverse types of chronic illness, have large
sample sizes, and incorporate non-religious attributes of spiritual functioning. It is also
recommended that further research seriously take into consideration spiritual attitudes
and beliefs of individuals who are at different disease stages.
Further research is needed to include more spiritual items that fully represent a
spiritual health or spiritual functioning measurement. The spiritual items in this study,
and in the studies mentioned above, did not account for enough variance observed in the
data to indicate a clear conceptual model for spiritual functioning. Wording, definitions
and differentiations for spiritual well-being and spiritual health need further clarification.
Further research should also consider perceived spirituality and religiosity when
developing items that measure the spiritual dimension of health in health-related quality
of life research.
D. Significance to the Practice of Health Education
This study supports increased interest in health education and intervention
methods for enhancing spirituality and spiritual health in target populations. The spiritual
dimension for health-related quality of life needs further investigation and public health
efforts can identify more items that measure spiritual health. Health educators are in a
position to assess, plan, develop, implement, evaluate and promote spiritual health
interventions within the context of comprehensive programs for all target groups.
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Health-related quality of life is an important factor in today’s increasing
population of older adults, and especially in populations with chronic illness. The results
of this study support the spiritual domain as a vital component of health-related quality of
life and the needed inclusion of spiritual function in health-related quality of life research.
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APPENDIX A
SPIRITUAL FUNCTION QUESTIONNAIRE
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QUALITY OF LIFE SURVEY
1.

Please choose the answer that best describes how much of the time each of the
following statements is true for you.
All of the
Time

My life feels
empty.

1

I enjoy doing
things for others.

I feel peaceful.

1

1

Most of
the time

Some of
the time

2

3

4

5

2

3

4

5

2

3

4

5

Not Much
of the time

None
of the time

I feel loved and
needed by others.

2. During the past 4 weeks, to what extent did you consider yourself to be a spiritual
person?
Not at all

l

Slightly

Moderately

2

3

Quite a bit

4

Extremely

5

3. During the past 4 weeks, to what extent did you consider yourself to be a religious
person?

Not at all

l

Slightly

Moderately

2

3

89

Quite a bit

4

Extremely

5
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4.

Over the past year, how often did you participate in the following activities?
Less
Than
Once

Several
times

Once

Participate in an
activity that you think
of as spiritual?

About
once a
month

Every
day

About
once a
week

2

Pray privately?
1

2

3

4

5

6

3

4

5

6

4

5

6

Meditate in a way
other than prayer?
2

Talk to a religious or
spiritual advisor?
1

2

1

2

Attend a religious
service?
3

4. People have different beliefs or images of a “spiritual core” or “higher power”
that is often called God. How connected have you felt to God (the spiritual core)
during the past 4 weeks?
Extremely Very close
close

1

Somewhat Not very
close

2

4
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I cant relate
to God
(spiritual
core)

Not at all

5

6

